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Surveillance for Creutzfeldt-Jakob Disease — 
United States 


Creutzfeldt-Jakob disease (CJD) in humans and bovine spongiform enceph- 
alopathy (BSE) in cattle are subacute degenerative diseases of the brain classified as 
transmissible spongiform encephalopathies. BSE was first identified in 1986 in the 
United Kingdom (UK), where an epizootic involving >155,000 cattle appeared to have 
been greatly amplified by exposure of calves to contaminated rendered cattle car- 
casses in the form of meat and bone meal nutritional supplements (7). On March 20, 
1996, an expert advisory committee to the government of the UK (1995 estimated 
population: 58.3 million) announced its conclusion that the agent responsible for BSE 
might have spread to humans, based on recognition of 10 persons with onset of a 
reportedly new variant form of CJD* during February 1994—-October 1995. The 10 per- 
sons ranged in age from 16 to 39 years (median age at illness onset: 28 years); of the 
eight persons who had died, five were aged <30 years (2). In comparison, in the 
United States, deaths associated with CJD among persons aged <30 years have been 
extremely rare (median age at death: 68 years) (3). As a result of the newly recognized 
variant of CJD described in the UK, CDC updated its previous review of national CJD 
mortality (3) and began conducting active CJD surveillance in five sites in the United 
States. These reviews did not detect evidence of the occurrence of the newly de- 
scribed variant form of CJD in the United States. 


National CJD Mortality Data 


Based on multiple cause-of-death data obtained from CDC's National Center for 
Health Statistics, the annual death rates for CJD (/nternational Classification of Dis- 
eases, Ninth Revision, code 046.1) during 1979-1994 were stable at approximately 
1 case per million population (Figure 1). Data for 1979-1993 are final; 1994 data are 
provisional. 


*This newly recognized variant of CJD has been characterized by a specific, uniform brain 
pathologic profile and the classical, pathognomonic spongiform changes of CJD found on 
histologic examination of brain tissue. This profile includes, in both the cerebellum and cere- 
brum, numerous kuru-type amyloid plaques surrounded by vacuoles and prion protein accu- 
mulation at high concentration, indicated by immunocytochemical analysis. Atypical clinical 
features include prominent behavior changes at the time of clinical presentation with sub- 
sequent onset of neurologic abnormalities, including ataxia within weeks or months, dementia 
and myoclonus late in the illness, a duration of illness of at least 6 months, and nondiagnostic 
electroencephalographic changes (2). 
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FIGURE 1. Age-adjusted and age-specific death rates* for Creutzfeldt-Jakob 
disease — United States, 1979-1994" 
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tData for 1994 are provisional. 


The number of deaths attributed to CJD among persons aged <45 years ranged 
from zero in 1984 to eight in 1981 and 1993. In most years no CJD-associated deaths 
were reported among persons aged <30 years; no year had more than one. During 
1990-1994, CJD was coded as a cause of death on the death certificate for two persons 
aged <30 years. One of these two died in 1993 and had been previously identified as 
part of ongoing surveillance for CJD among recipients of pituitary-derived human- 
growth hormone; the other died in 1994, but was excluded from analysis because 
follow-up investigation revealed a postmortem examination that did not confirm the 
initial CJD diagnosis but indicated a diffuse T-cell proliferative disease. 


Active CJD Surveillance 

in early April 1996, active surveillance for the newly reported variant of CJD and 
physician-diagnosed CJD cases was conducted in four Emerging Infections Program’ 
sites (Connecticut, Minnesota, Oregon, and the San Francisco Bay area of California) 
and the Division of Public Health, Georgia Department of Human Resources, along 
with the Atlanta Metropolitan Active Surveillance Project (total 1993 population for 
these areas: 16.3 million). CJD deaths were defined as any deaths that the surveillance 
teams in each of these five sites identified as having been attributed to CJD by a phy- 
sician. Surveillance efforts included review of available death certificate data during 


tEmerging infections programs were established in 1994 through cooperative agreements 
between CDC and state health departments to conduct special surveillance and laboratory/ 
epidemiologic projects and to pilot and evaluate prevention programs. 
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1991--1995 and contact by phone, mail, or fax with neurologists, neuropathologists, 
and pathologists to identify patients who died from CJD during 1991-1995. Approxi- 
mately 800 neurologists and neuropathologists, constituting 92%-100% of these spe- 
cialists in these surveillance areas, and >90% of pathologists in three areas were 
contacted. In addition, clinical and neuropathoilogic records for each CJD patient aged 
<55 years were sought for review. 

A total of 94 deaths attributed to CJD were identified in the active surveillance areas 
during 1991-1995. The annual number of CJD deaths was stable (mean: 19; range: 
18-19), and the average annual CJD death rate was 1.2 (range by site: 0.7-1.7) per 
million population (Table 1). Consistent with the national CJD mortality pattern, nine 
(10%) of the 94 patients were aged <55 years; one of the nine was aged <45 years, and 
none were aged <30 years. 

The clinical and neuropathologic record review of the nine patients aged <55 years 
did not identify any with the variant form of CJD. A brain biopsy was performed for the 
one decedent who was aged <45 years, and an autopsy was performed for four of the 
other eight. One decedent for whom there was no brain biopsy or autopsy was a 
familial case of CJD from a family that had a known genetic abnormality associated 
with CJD. 

One additional CJD patient aged <45 years who died in early 1996 was identified by 
the surveillance teams. This decedent's clinical history was similar to the description 
of the new variant of CJD, but brain pathology at autopsy was inconsistent with that 
diagnosis. 

Of the 94 CJD deaths, 81 (86%) were identified from death certificate review. For the 
13 deaths that were identified only through survey of neurologists, neuropathologists, 
or pathologists, the death certificate either was not coded as CJD or had not yet been 
filed. 


Reported by: A Reingold, MD, Univ of California at Berkeley, G Rothrock, MPH, California 
Emerging Infections Program, M Starr, DVM, K Reilly, DVM, D Vugia, MD, S Waterman, MD, 
State Epidemiologist, California State Dept of Health Svcs. R Marcus, School of Medicine, Yale 
Univ, New Haven; M Cartter, MD, J Hadler, MD, State Epidemiologist, Connecticut State Dept 
of Public Health. M Farley, MD, M Bardsley, MPH, W Baughman, MSPH, Atlanta Metropoiitan 


TABLE 1. Number of deaths from Creutzfeldt-Jakob disease, by year and age group, 
and average annual death rate,* by age group — active surveillance sites,t 1991-1995 





Age group (yrs) 





Year 


1991 
1992 
1993 
1994 
1995 


Total 





Rate 0.1 





*Per million population. 

tEmerging Infections Program sites (Connecticut, Minnesota, Oregon, and the San Francisco 
Bay area of California) and the Division of Public Health, Georgia Department of Human 
Resources, along with the Atlanta Metropolitan Active Surveillance Project (total 1993 popu- 
lation for these areas: 16.3 million). 

5One case occurred in a person aged <45 years. 
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Active Surveillance Project, J Koehler, DVM, K Toomey, MD, State Epidemiologist, Div of Public 
Health, Georgia Dept of Human Resources. R Danila, PhD, K MacDonald, MD, M Osterholm, 
PhD, State Epidemiologist, Minnesota Dept of Health. E DeBess, DVM, S Ladd-Wilson, MS, 
P Cieslak, MD, D Fleming, MD, State Epidemiologist, Oregon Health Div. State Br, Div of Applied 
Public Health Training (proposed), Epidemiology Program Office; Office of the Director, National 
Center for Infectious Diseases; Special Pathogens Br and Office of the Director, Div of Viral and 
Rickettsial Diseases, National Center for Infectious Diseases, CDC. 
Editorial Note: This analysis did not detect evidence of a recent outbreak of the newly 
described variant of CJD in the United States. Limitations of the surveillance data in- 
clude the absence of neuropathologic examinations of brain tissue for many patients 
with CJD and the limited size of the population under active surveillance. Nonetheless, 
the conclusions also are supported by a review of €7 brain specimens from confirmed 
CJD patients in the United States submitted during 1991-1996 to the University of 
California at San Francisco, a CJD neuropathology center; none of these specimens 
had the neuropathologic features of the variant form of CJD (S. DeArmond, and 
S. Prusiner, University of California at San Francisco, personal communication, 1996). 
The active surveillance efforts also confirmed the findings of an earlier study indi- 
cating that death certificate reviews identify [80% of CJD deaths in the United States 
(4). To broaden surveillance for the variant form of CJD in the United States, CDC is 
encouraging physicians to increase their index of suspicion for this illness and, with 
state and territorial epidemiologists, is investigating CJD deaths among persons aged 
<55 years identified through routinely reported mortality data. CDC also is working 
with the American Association of Neuropathologists to improve surveillance for CJD 
in all age groups. Recent experimental evidence involving intracerebral inoculation of 
cynomolgus macaque monkeys with brain tissue obtained from cattle with BSE sup- 
ports a possible causal link between BSE and the variant CJD (5). Therefore, ongoing 
CJD and BSE surveillance in many countries of the world, including the United States 
and especially in the UK, will be critical for determining whether and to what extent 
the agent of BSE is causing disease in humans. This need is underscored by the report 
during March 20-June 26, 1996, of two additional confirmed cases of the newly recog- 
nized variant of CJD in persons with onset at age <30 years, one in France and one in 
the UK (6). 
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in Medical School-Based Residency Programs — Virginia, 1995 


In the United States, family violence (e.g., intimate partner violence, child abuse, 
and elder abuse) is a well-documented social and public health problem that physi- 
cians are uniquely positioned to play a crucial role in addressing (1,2). However, few 
schools of medicine or residency training programs provide substantial attention to 
family violence in their curricula (3-5 ). To assess the status of graduate medical edu- 
cation regarding family violence at Virginia’s three medical schools (Eastern Virginia 
Medical School [EVMS], Medical College of Virginia [MCV], and the University of Vir- 
ginia [UVA]), the Task Force on Violence Education and Awareness for Physicians, 
established by the Virginia Commission on Family Violence, conducted a survey of 
these medical schools in 1995. This report summarizes the results of the survey, which 
identified variations in the formal programs to address family violence at these 
schools. 

The task force distributed questionnaires to directors of the 69 fully accredited 
medical school-based residency programs in the three schools (EVMS, 20; MCV, 29; 
and UVA, 20) asking them to indicate the presence in the curriculum of instruction on 
specific types of family abuse and sexual assault, to indicate whether such teaching 
was required or elective, and to describe materials and methods used in the curricu- 
lum. In addition, the directors were asked to identify faculty at their institution who 
were experts in the area of family violence and to list the area of their expertise. To 
increase the likelihood of response to the survey, respondents were informed that 
only aggregate results would be reported. Therefore, program-specific findings are 
not included in this report. 

Of the 69 residency programs surveyed, 48 (70%) responded. Of the 48, a total of 
26 (54%) indicated they included content related to family violence in their curricula. A 
total of 20 (42%) covered child abuse (the content area most frequently covered), 
13 (27%) covered battered women, and nine (19%) covered elder abuse. 

Whether instruction courses were required or elective varied substantially among 
the programs. Sixteen of the 20 programs that provided some instruction on child 
abuse had required courses, as did 10 of the 13 programs that covered battered 
women and seven of the nine programs that covered elder abuse. In addition, the 
instructional methods for the existing curricula varied; they included regularly sched- 
uled grand rounds on family violence topics, occasional discussion of these topics as 
part of “noon” conferences, informal instruction from attending physicians during 
rounds, and “brown bag” series discussions and presentations. 

Of the 27 experts on family violence identified, 16 had expertise in identifying and 
treating family violence-related injuries. Other areas in which experts were identified 
included child abuse, elder abuse, violence against women during pregnancy, post- 
traumatic stress disorder in children, and community response to violence. No expert 
was identified in the areas of mental heaith sequelae of family violence, transgenera- 
tional transmission of violence, and violence prevention. 

Reported by: MK Hendricks-Matthews, PhD, Dept of Preventive Medicine and Community 
Health, Medical College of Virginia/Virginia Commonwealth Univ, Richmond. Div of Violence 
Prevention, National Center for Injury Prevention and Control, CDC. 

Editorial Note: Victims and/or witnesses of family violence seek care in all medical set- 
tings more often than do persons without such a history (6), overuse medical services 
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(7), and may be aided through intervention by physicians (1,2). For physicians to in- 
tervene, however, they must be adequately trained to identify victims arid potential 
victims of abuse, help them receive treatment, understand the deleterious effects of 
violence, teach patients about violence prevention, and become comfortable with 
their role as collaborators with professionals from other disciplines who deal with vio- 
lence. Although physicians are recognized as having critical roles in this arena, the 
findings in this survey and others (3,4 ) indicate that instruction about family violence 
is still limited and without standardization. The findings in this analysis of medical 
schools in Virginia is consistent with training offered in most medical schools and 
residency programs (6). 

The results of the survey described in this report are subject to at least three limita- 
tions. First, no attempt was made to contact nonresponding residency programs; sur- 
vey responses from those programs could have differed from those that did respond. 
Second, the survey did not have precise criteria for defining presence of family- 
violence instruction in program curricula (e.g., the amount of time spent teaching 
specific areas of family violence), which could have resulted in overestimating the 
amount of family-violence curricula in place. Finally, no assessment of the quality of 
curricula was made. 

The task force used results of this survey to develop five recommendations regard- 
ing medical education about family violence in Virginia (8): 1) formally integrate 
family-violence curricula into medical school and internship/residency programs; 
2) use model curricula developed nationally as a base for training programs; 3) de- 
velop an in-school assessment tool to track each school’s efforts; 4) have the medical 
schools, the commission, and the state medical society jointly sponsor a statewide 
medical-education conference for faculty and other interested persons; and 5) de- 
velop statewide mechanisms to coordinate family-violence prevention services avail- 
able through medical, legal, judicial, social services, political, and business agencies 
and services. These recommendations were adopted by the commission and pre- 
sented in a report of the commission to the governor and the 1996 General Assembly 
of Virginia; the General Assembly accepted the recommendations and agreed to con- 
tinue support for the commission’s activities. In addition, the deans of the three medi- 
cal schools agreed to collaborate on efforts to more thoroughly and systematically 
integrate violence education into their residency programs and to develop longitudi- 
nal, multidisciplinary instruction at the predoctoral level. 

In U.S. medical schools and residency programs, family violence education in the 
curriculum often is brief and not reinforced in residency programs. Most hospitals do 
not have programs or policies to train and support physicians for work with abuse 
victims. The study in Virginia illustrates the need for a nationwide assessment of cur- 
ricula and faculty development in medical school and residency programs and crea- 
tion of an ongoing reinforcement protocol throughout the health-care system, with 
evaluation instituted at all levels within each program. CDC is developing an annota- 
tive bibliography of training programs to assist medical training programs, health- 
care organizations, and advocacy groups in identifying curricula and protocols. A 
framework for evaluating these programs also is being developed. Both will be avail- 
able from CDC’s National Center for Injury Prevention and Control in the spring of 
1997. 
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Ochrobactrum anthropi Meningitis 
Associated with Cadaveric Pericardial Tissue 
Processed with a Contaminated Solution — Utah, 1994 


From October 22 through November 3, 1994, three cases of Ochrobactrum anthropi 
meningitis were diagnosed among pediatric patients at a hospital in Utah (hospital A). 
The three patients had undergone neurosurgical procedures in which pericardial 
grafts processed at hospital B were used to close defects of the dura mater. This report 
summarizes the case investigations, which document that the cases resulted from hu- 
man pericardial tissue grafts contaminated with O. anthropi. 

A preliminary investigation revealed that the patients were not hospitalized on the 
same ward in hospital A and did not have surgery on the same day. Although the first 
two patients received pericardial tissue from one donor, the third patient received tis- 
sue from a different donor. The solutions used to process the pericardial grafts before 
implantation were Hanks’ balanced salt solution (HBSS), 25% albumin, dimethyl sul- 
foxide, gentamicin, and penicillin. The grafts from the two pericardial-tissue donors 
had been prepared using the same lots of solutions. 

Because of suspected bacterial contamination of the processing solutions, samples 
were analyzed from all available solutions that had been used to process the peri- 
cardial grafts. The only positive cultures were from samples obtained from two 
unopened bottles (one with the plastic wrapper intact and one with the wrapper re- 
moved) of HBSS (lot no. 17N2041) manufactured by Life Technologies, Inc. (Grand 
Island, New York). The bottles were labeled “Sterile—For in vitro diagnostic use; For 
cell culture or further manufacturing uses.” The HBSS was for in vitro use but not for 
use in animals and humans. O. anthropi was isolated from the unwrapped, unopened 
bottle of HBSS, and Pseudomonas stutzeri was isolated from the wrapped, unopened 
bottle. None of the HBSS used to process the pericardial tissue from the two donors 
was available for analysis; however, the solution also was from lot no. 17N2041. 
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Frozen pericardial tissue was available from one donor; cultures of this tissue also 
grew O. anthropi and P stutzeri. 

To evaluate the laboratory techniques used to process the tissue grafts at hospital 
B, CDC and hospital B conducted a joint investigation. The investigation indicated that 
procedures to process tissue grafts generally were performed aseptically; however, 
investigators observed instances when sterile technique was not used. This finding 
suggests that extrinsic contamination of the pericardial grafts with O. anthropi could 
have occurred during processing or freezing. After notification of the manufacturer 
and the Food and Drug Administration (FDA) about intrinsic contamination of the 
HBSS with P stutzeri, the manufacturer issued a voluntary recall of the implicated lot 
of HBSS. CDC, in collaboration with the state health department and FDA, is conduct- 
ing an ongoing investigation to determine the cause of intrinsic contamination of the 
HBSS. 

Reported by: JC Christenson, MD, AT Pavia, MD, ML Woods, MD, K Carroll, MD, School of 
Medicine, Univ of Utah; C Nichols, MPA, State Epidemiologist, Utah Dept of Health. Center for 
Devices and Radiological Health, Food and Drug Administration. Hospital Infections Program, 
National Center for Infectious Diseases, CDC. 

Editorial Note: O. anthropi (formerly CDC Group Vd, Achromobacter spp.) is a motile, 
gram-negative bacillus found in the environment (7); it has only rarely been reported 
as a human pathogen (2-5). The investigation described in this report documents a 
cluster of nosocomial meningitis cases resulting from O. anthropi infection transmit- 
ted by contaminated human pericardial tissue grafts that probably were contaminated 
during processing with the implicated lot of HBSS. The source of contamination of the 
HBSS with O. anthropi is unknown. 

As transplantation of tissues of both human (allograft) and animal (xenograft) ori- 
gin increases, infection-control problems—including infection with unusual human 
pathogens—may become increasingly common. After harvesting tissue grafts, con- 
tamination can occur during the extensive processing procedures or during preserva- 
tion procedures before implantation. Furthermore, recipients of certain tissue grafts 
(e.g., solid organs such as kidney and heart) require immunosuppression to reduce 
the risk for graft rejection, and immunosuppression can result in susceptibility to or- 
ganisms that may have contaminated the graft tissue. Multiple viral, bacterial, fungal, 
and parasitic agents have been linked to infections associated with tissue grafts (6). 

As tissue transplants become more widespread, more stringent infection-control 
guidelines will be needed. Issues in the tissue-banking industry—such as tissue prepa- 
ration with solutions marketed for in vitro use only—need to be addressed. in addi- 
tion, routine infection-control practices (assessing sterility of transplant tissue before 
and after processing and storage) and post-transplant infection surveillance are criti- 
cal. 

To determine the magnitude of this problem, clinicians who identify patients with 
infections associated with the use of HBSS manufactured by Life Technologies, Inc., 
are requested to report such cases through the state health department to FDA's Med- 
Watch Program, telephone (800) 332-1088 ([301] 738-7553), and CDC’s Hospital Infec- 
tions Program, National Center for Infectious Diseases, telephone (404) 639-6413. 





Vol. 45 / No. 31 MMWR 


Ochrobactrum anthropi Meningitis — Continued 


References 

. Holmes B, Popoff M, Kiredjian M, Kersters K. Ochrobactrum anthropi gen. nov., sp. nov. from 
human clinical specimens and previously known as group Vd. Int J Syst Bacteriol 1988;37: 
406-16. 

.Ainor D, Frimodt-Meller N, Espersen F, Frederiksen W. Infections with the unusual human 
pathogen Agrobacterium species and Ochrobactrum anthropi. Clin Infect Dis 1994;18:914-20. 

. Kern WV, Oethinger M, Kaufhold A, Rozdzinski E, Marre R. Ochrobactrum anthropi bacteremia: 
report of four cases and short review. Infection 1993;21:306-10. 

. Cieslak TJ, Robb ML, Drabick CJ, Fischer GW. Catheter-associated sepsis caused by Ochro- 
bactrum anthropi: report of a case and review of related nonfermentative bacteria. Clin Infect 
Dis 1992;14:902-7. 

. Ezzedine H, Mourad M, Van Ossel C, et al. An outbreak of Ochrobactrum anthropi bacteraemia 
in five organ transplant patients. J Hosp Infect 1994;27:35-42. 

. Gottesdiener KM. Transplanted infections: donor-to-host transmission with the allograft. Ann 
Intern Med 1989;110:1001-16. 


State-Specific Prevalence of Participation in Physical Activity — 
Behavioral Risk Factor Surveillance System, 1994 


Participation in physical activity on a regular basis provides important health bene- 
fits, including reduced risk for heart disease, colon cancer, diabetes, and high blood 
pressure. Regular physical activity also helps control weight; contributes to develop- 
ment and maintenance of healthy bones, muscles, and joints; and reduces symptoms 


of anxiety and depression (7). Recent recommendations have emphasized moderate 
intensity activities nearly every day for those who are unable to maintain the pre- 
viously recommended program of strenuous activity three times a week (2). To deter- 
mine the proportion of adults who are participating in regular physical activity, 
regardless of the level of intensity, CDC analyzed data from the 1994 Behavioral Risk 
Factor Surveillance System (BRFSS). This report summarizes the results of that analy- 
sis, which indicates that, in every state surveyed, most adults are not participating in 
regular physical activity. 

The BRFSS is a population-based, random-digit-dialed telephone survey of 
the noninstitutionalized U.S. population aged 218 years. Data were available for 
105,390 respondents in 49 states and the District of Columbia. Respondents were 
asked about the frequency, duration, and intensity of leisure-time physical activities 
during the preceding month and were categorized as having reported no leisure-time 
physical activity, irregular activity that did not meet the recommended criteria for 
either regular sustained or regular vigorous physical activity, or regular activity meet- 
ing either the previous recommendation for regular vigorous physical activity 
(220 minutes per day of vigorous physical activity on >3 days per week) or for regular 
sustained physical activity of any intensity (an average of >30 minutes per day of 
activity on >5 days per week). Data were weighted and aggregated, and composite 
estimates and standard errors were calculated using SESUDAAN. Age-adjusted 
prevalence estimates and 95% confidence intervals were calculated by state. 

Overall, reported participation in regular physical activity by state ranged from 
16.0% (District of Columbia) to 35.7% (Oregon) (median: 26.9%) (Table 1). The ranges 
among states were similar for men (15.8% to 39.0%) and women (15.6% to 38.3%). 
Participation in no leisure-time physical activity ranged from 18.3% (Washington) to 
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Participation in Physical Activity -- Continued 
TABLE 1. Percentage of respondents reporting leisure-time physical activity, by level 


of activity and state — United States, Behavioral Risk Factor Surveillance System, 
1994* 





Level of activity 
Regular* Insufficient’ None Irregular! 
State % (95% Ci**) % (95% Cl) % (95% Cl) % (95% Cl) 


Alabama 23.5 (42.3%) 76.5 (42.3%) 45.8 (+2.7%) 30.7 (42.4%) 
Alaska 32.9 (+3.6%) 67.1 (+3.6%) 26.0 (43.6%) 41.0 (+3.9%) 
Arizona 28.2 (+2.9%) 71.8 (+2.9%) 23.7 (42.7%) 48.1 (+3.2%) 
Arkansas 22.1 (+2.3%) 77.9 (42.3%) 34.5 (42.7%) 43.4 (+2.8%) 
California 29.7 (+1.7%) 70.3 (+1.7%) 21.9 (+1.5%) 48.4 (+1.8%) 
Colorado 32.8 (+2.6%) 67.2 (+2.6%) 17.9 (42.2%) 49.2 (42.7%) 
Connecticut 34.1 (£2.7%) 65.9 (+2.7%) 21.8 (42.1%) 44.2 (42.7%) 
Delaware 25.5 (42.2%) 74.5 (42.2%) 36.5 (+2.4%) 38.0 (42.4%) 
District of Columbia 16.0 (42.3%) 84.0 (42.3%) 49.3 (+3.3%) 34.7 (+2.8%) 
Florida 32.2 {+1.7%) 67.8 (+1.7%) 27.4 (+1.7%) 40.4 (+1.9%) 
Georgia 25.5 (2.1%) 74.5 (2.1%) 34.1 (2.3%) 40.4 (2.2%) 
Hawaii 33.9 (+2.5%) 66.1 (+2.5%) 21.3 (42.2%) 44.7 (42.7%) 
Idaho 32.3 (+2.8%) 67.7 (42.8%) 21.8 (+2.2%) 45.9 (+2.8%) 
INinois 23.9 (42.1%) 76.1 (+2.1%) 33.4 (42.4%) 42.8 (42.4%) 
Indiana 25.0 (42.0%) 75.0 (+2.0%) 29.5 (42.0%) 45.5 (42.2%) 
lowa 23.0 (+1.9%) 77.0 (+1.9%) 32.7 (42.0%) 44.2 (+2.1%) 
Kansas 24.9 (+2.6%) 75.1 (+2.6%) 33.9 (42.7%) 41.1 (+2.9%) 
Kentucky 19.3 (+1.9%) 80.7 (+1.9%) 45.7 (42.3%) 35.0 (42.1%) 
Louisiana 22.5 (+2.3%) 77.5 (+2.3%) 33.5 (42.7%) 43.9 (42.9%) 
Maine 18.5 (+2.3%) 81.5 (+2.3%) 41.0 (+3.0%) 40.4 (+3.0%) 
Maryland 25.8 (+1.5%) 74.2 (+1.5%) 31.1 (+1.7%) 43.1 (+1.7%) 
Massachusetts 31.8 (+2.6%) 68.2 (42.6%) 24.4 (+2.3%) 43.8 (+2.7%) 
Michigan 29.1 (+2.1%) 70.9 (42.1%) 23.4 (+1.9%) 47.6 (42.2%) 
Minnesota 28.1 (+1.6%) 71.9 (+1.6%) 22.0 (+1.4%) 50.0 (41.7%) 
Mississippi 19.6 (42.3%) 80.4 (+2.3%) 38.3 (42.8%) 42.1 (42.8%) 
Missouri 24.1 (+2.5%) 75.9 (+2.5%) 31.0 (+2.7%) 44.9 (+2.9%) 
Montana 28.1 (+2.8%) 71.9 (42.8%) 20.7 (42.4%) 51.2 (43.1%) 
Nebraska 24.7 (42.2%) 75.3 (42.2%) 24.1 (42.1%) 51.2 (+2.6%) 
Nevada 31.7 (+2.6%) 68.3 (+2.6%) 21.6 (+2.2%) 46.7 (42.7%) 
New Hampshire 29.8 (42.6%) 70.2 (+2.6%) 26.1 (+2.5%) 44.1 (+2.9%) 
New Jersey 26.7 (+2.6%) 73.3 (+2.6%) 30.5 (42.7%) 42.7 (43.0%) 
New Mexico 35.4 (+3.1%) 64.6 (43.1%) 19.7 (+2.5%) 44.9 (43.2%) 
New York 20.9 (+1.9%) 79.1 (+1.9%) 36.9 (42.4%) 42.2 (42.3%) 
North Carolina 17.9 (+1.9%) 82.1 (+1.9%) 43.0 {+2.4%) 39.0 (+2.4%) 
North Dakota 27.1 (42.3%) 72.9 (+2.3%) 32.0 (+2.4%) 40.8 (+2.5%) 
Ohio 21.5 (+2.5%) 78.5 (+2.5%) 38.0 (+3.1%) 40.5 (+3.2%) 
Oklahoma 28.5 (42.4%) 71.5 (42.4%) 30.0 (42.4%) 41.5 (+2.7%) 
Oregon 35.7 (42.1%) 64.3 (+2.1%) 20.8 (+1.6%) 43.5 (+2.1%) 
Pennsylvania 28.7 (+1.7%) 71.3 (+1.7%) 25.8 (+1.6%) 45.5 (+1.9%) 
South Carolina 21.7 (+2.0%) 78.3 (+2.0%) 31.7 (42.2%) 46.6 (+2.4%) 
South Dakota 26.2 (+2.3%) 73.8 (+2.3%) 30.0 (+2.4%) 43.8 (+2.5%) 
Tennessee 22.0 (+1.7%) 78.0 (+1.7%) 39.8 (+2.0%) 38.2 (+1.9%) 
Texas 26.5 (42.7%) 73.5 (+2.7%) 28.3 (42.7%) 45.3 (+3.1%) 
Utah 28.5 (+2.3%) 71.5 (42.3%) 22.2 (42.2%) 49.3 (42.5%) 
Vermont 34.5 (+2.2%) 65.5 (+2.2%) 24.0 (+1.9%) 41.5  (+2.3%) 
Virginia 31.4 (+2.5%) 68.6 (+2.5%) 23.7 (+2.3%) 44.9 (42.6%) 
Washington 33.4 (+1.8%) 66.6 (+1.8%) 18.3 (+1.4%) 48.4 (+1.9%) 
West Virginia 19.8 (+2.0%) 80.2 (+2.0%) 44.1 (42.2%) 36.1 (+2.3%) 
Wisconsin 29.1 (42.8%) 70.9 (+2.8%) 25.7 (42.7%) 45.2 (+3.1%) 
Wyoming 35.1 (+3.3%) 64.9 (+3.3%) 21.0 (+2.5%) 43.9 (+3.4%) 
° n=105,390. 


' Activity meeting either the recommendation for regular vigorous physical activity (220 minutes per day of vigorous physical 
activity on 23 days per week) or the recommendation for regular sustained physical activity (an average of 230 minutes 
per day of activity on 25 days per week). 

* Combination of those with no leisure-time physical activity and those with irregular activity. 

Did not meet the recommended criteria for either regular sustained or regular vigorous physical activity. 
** Confidence interval. 
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49.3% (District of Columbia) (median: 28.9%). For men, the range among states was 
from 16.0% to 49.1% for no leisure-time physical activity and for women, from 
19.5% to 50.1%. For insufficient physical activity (no leisure-time activity and irregular 
activity combined), estimates ranged from 64.3% to 84.0% (median: 73.1%). 

Reported by the following BRFSS coordinators: J Durham, MPA, Alabama; P Owen, Alaska; 
B Bender, Arizona; J Senner, PhD, Arkansas; B Davis, PhD, California; M Leff, MSPH, Colorado; 
M Adams, MPH, Connecticut; F Breukelman, Delaware; C Mitchell, District of Columbia; 
D McTague, MS, Florida; E Pledger, MPA, Georgia; J Cooper, MA, Hawaii; C Johnson, MPH, 
Idaho; B Steiner, MS, Iilinois; N Costello, MPA, Indiana; P Busick, lowa; M Perry, Kansas; 
K Asher, Kentucky; A Bayakly, Louisiana; D Maines, Maine; A Weinstein, MA, Maryland: 
D Brooks, MPH, Massachusetts; H McGee, MPH, Michigan; N Salem, PhD, Minnesota; S Loyd, 
Mississippi; J Jackson-Thompson, PhD, Missouri; P Smith, Montana; S Huffman, Nebraska; 
E DeJan, MPH, Nevada; K Zaso, MPH, New Hampshire; G Boeselager, MS, New Jersey; 
P Jaramillo, MPA, New Mexico; C Maylahn, MPH, New York; G Lengerich, VMD, North Carolina; 
J Kaske, MPH, North Dakota; R Indian, MS, Ohio; N Hann, MPH, Oklahoma; J Grant-Worley, 
MS, Oregon; L Mann, Pennsylvania; J Ferguson, PhD, South Carolina; M Gildemaster, South 
Dakota; D Ridings, Tennessee; R Diamond, MPH, Texas; R Giles, Utah; R Mcintyre, PhD, Vermont; 
J Stones, Virginia; K Wynkoop-Simmons, PhD, Washington; F King, West Virginia; E Cautley, 
MS, Wisconsin; M Futa, MA, Wyoming. Physical Activity and Health Br, Div of Nutrition and 
Physical Activity, National Center for Chronic Disease Prevention and Health Promotion, CDC. 
Editorial Note: The findings in this report indicate that most persons in the United 
States are not regularly physically active. Although considerable variation exists 
between states, in every state surveyed, >60% of adults do not achieve the recom- 
mended amount of physical activity, and in half of the states, >73% are insufficiently 
active. 

Regular participation in physical activity was similar for men and women. Although 
this report does not examine differences in participation in physical activity by other 
demographic factors, previous reports indicate that physical activity levels are particu- 
larly low among persons with less education and income and among older adults 
(1,3). 

The Surgeon General's report on physical activity and health (7) highlighted nu- 
merous important health benefits associated with regular participation in physical 
activity and emphasized that even moderate levels of physical activity provide sub- 
stantial health benefits (7). A comprehensive public health effort is needed to address 
the pervasive problem of insufficient physica! activity and should include individual- 
ized outreach, mass media efforts, professional education of health-care providers 
and teachers in techniques to encourage physical activity, and environmental and pol- 
icy strategies aimed at increasing opportunities for persons to be physically active. 
Physical activities that can promote health include brisk walking, raking leaves, social 
dancing, washing and waxing a car, using stairs rather than an elevator, bicycling, 
swimming, and playing sports. 
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Food and Drug Administration Approval 
of an Acellular Pertussis Vaccine for the Initial Four Doses 
of the Diphtheria, Tetanus, and Pertussis Vaccination Series 


The Advisory Committee on Immunization Practices (ACIP) and the Committee on 
Infectious Diseases, American Academy of Pediatrics, recommend that children rou- 
tinely receive a series of five doses of vaccine against diphtheria, tetanus, and pertus- 
sis before age 7 years (7,2). On July 31, 1996, the Food and Drug Administration 
licensed Connaught Laboratories, Inc.* (Swiftwater, Pennsylvania), to distribute a 
combined diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP) 
(Tripedia®*), for the initial four doses of the diphtheria, tetanus, and pertussis vaccina- 
tion series. Vaccine doses should be administered at ages 2 months, 4 months, 
6 months, and 15-20 months, with an interval of at least 6 months between the third 
and fourth doses. Available data are insufficient to evaluate the use of Tripedia® as a 
fifth dose among children aged 4-6 years who have received Tripedia® for the pre- 
vious four doses. Additional information about the immunogenicity and safety of a 
fifth dose following four previous doses of the same acellular vaccine is being col- 
lected and should be available before infants started on this new schedule are aged 
4-6 years and require a fifth dose. 

Tripedia® is the first acellular pertussis vaccine to be licensed in the United States 
for the first three doses of the diphtheria, tetanus, and pertussis vaccination series. 
Tripedia® may be used to complete the primary series in infants who have received 
one or two doses of diphtheria and tetanus toxoids and whole-cell pertussis vaccine 
(DTP). For children who have received DTP for the first three doses of the series, two 
acellular pertussis vaccines (Tripedia® and ACEL-IMUNE® [Wyeth-Lederle Vaccines 
and Pediatrics (Pearl River, New York)]) already are licensed for the fourth and fifth 
doses of the series (3,4 ). The fifth dose of either DTaP or DTP is not necessary if the 
fourth dose was administered on or after the fourth birthday (17,2). 

The following evidence supports use of Tripedia® for the first four doses of the 
diphtheria, tetanus, and pertussis vaccination series: 

1. The rates of local reactions, fever, and other common systemic symptoms follow- 
ing receipt of Tripedia® inoculations are lower than those following whole-cell DTP 
vaccination for each of the first four doses in the series (3,5 ; Connaught Laborato- 
ries, Inc., unpublished data). 

. The protective efficacy of three doses of Tripedia® against pertussis disease 
(defined as cough lasting 221 days with culture confirmation of infection with 
Bordetella pertussis) when administered at approximately 3, 5, and 7 months of 
age was 80% (95% confidence interval [Clj=59%-90%) in a case-control study in 
Germany (Connaught Laboratories, Inc., unpublished data). In a randomized, 


*Use of trade names and commercial sources is for identification only and does not imply 
endorsement by the Public Health Service or the U.S. Department of Health and Human 
Services. 

tDiphtheria and Tetanus Toxoids and Acellular Pertussis Vaccine, Adsorbed, prepared and 
distributed by Connaught Laboratories, Inc. The purified acellular pertussis component is 
produced by BIKEN/Tanabe Corporation (Osaka, Japan) and is combined with diphtheria and 
tetanus toxoids manufactured by Connaught Laboratories, Inc. 
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placebo-controlled clinical trial in Sweden, the acellular component of this vac- 

cine manufactured by BIKEN, Inc., was administered as a two-dose series to 

children aged 5-14 months (6). Point estimates of protective efficacy were 

69% (95% Cl=47%-82%) for cases of culture-confirmed pertussis with any cough 

lasting 21 day and 79% (95% Cl=57%-90%) for cases of culture-confirmed disease 

of >30 days’ duration. 

Because of the reduced frequency of adverse reactions and high efficacy, the ACIP 
recommends DTaP for routine use as the first four doses of the pertussis vaccination 
series. During the transition period from use of whole-cell DTP to DTaP, vaccines con- 
taining a whole-cell pertussis component continue to be an acceptabie alternative for 
all doses in the pertussis vaccination series. A complete statement by the ACIP about 
recommendations for use of DTaP among infants is being developed. 
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Notice to Readers 





Prevention 97 Conference: 
Science, Technology, and Practice 


Prevention 97, the 14th annual national preventive medicine meeting, will be spon- 
sored by the American College of Preventive Medicine and the Association of Teach- 
ers of Preventive Medicine in collaboration with CDC and other national health 
agencies in Atlanta, March 20-23, 1997. The conference will explore current science, 
technology, and practice for preventive medicine in the health-care system. Informa- 
tion about registration and submission of abstracts is available from the Meetings 
Manager, Prevention 97, 1660 L Street, N.W., Suite 206, Washington, DC, 20036-5603; 
telephone (202) 466-2569. 
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Course in Hospital Epidemiology 


CDC and the Society for Healthcare Epidemiology of America (SHEA) will cospon- 
sor a hospital epidemiology training course October 5-8, 1996, in San Antonio, Texas. 
The course, designed for infectious disease fellows, new hospital epidemiologists, 
and infection-control practitioners, provides hands-on exercises to improve skills in 
detection, investigation, and control of epidemiologic problems encountered in the 
hospital setting and lectures and seminars on fundamental aspects of hospital 
epidemiology. 

Additional inforrnation is available from SHEA Meetings Department, 875 Kings 
Highway, Suite 200, Woodbury, NJ 08095-3172; telephone (609) 845-1720; fax (609) 
853-0411. 


Notice to Readers 





Satellite Videoconference 


On September 5, 1996, “Nasopharyngeal Radium Irradiation: Current Medical Is- 
sues,” a live satellite videoconference, will be broadcast to sites nationwide from 
12:30 p.m. to 2:30 p.m. eastern daylight time on the Public Health Training Network. 
Cosponsors are CDC, the U.S. Department of Veterans Affairs, the U.S. Department of 
Defense, and the Association of State and Territorial Health Officials. 

From 1940 until the mid-1960s, nasopharyngeal radium irradiation was used to 
treat children with chronic ear infections and hearing loss, and World War II submarin- 
ers and aviators with otic barotrauma. An estimated 500,000-2 million persons re- 
ceived the treatment. 

The interactive videoconference will provide up-to-date information on this former 
radiation treatment. Toll-free telephone lines will be available for participants to ask 
questions about nasopharyngeal radium irradiation, possible health effects, and other 
related topics. Continuing Medical Education credits and a variety of other continuing 
education credits will be available. 

Additional information is available by calling (404) 332-4565 and requesting docu- 
ment number 564014. To register, print the participant's name, address, daytime 
phone number, fax number, and the word “NASO” and fax to (800) 553-6323. Course 
materials will be sent immediately following registration. 


Erratum: Vol. 45, No. 28 


In the report “Biopsy-Confirmed Hypersensitivity Pneumonitis in Automobile Pro- 
duction Workers Exposed to Metalworking Fluids—Michigan, 1994-1995," reference 2 
cited in the list on page 606 is incorrect. The correct citation should be: NIOSH. Na- 
tional Occupational Exposure Survey, 1981-1983. Cincinnati, Ohio: US Department of 
Health and Human Services, Public Health Service, CDC. (Unpublished data). 
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Erratum: Vol. 45, No. RR-7 


The MMWR Recommendations and Reports, “Prevention of Perinatal Group B 
Streptococcal Disease: A Public Health Perspective,” contained two errors. 


Page 17, Box 1: Item 3 should read: 


3. Remove the swabs from the transport medium and inoculate both swabs 
together into selective broth medium. Todd-Hewitt broth supplemented with 
either colistin (10 g/mL) and nalidixic acid (15 g/mL) or with gentamicin 
(8 pg/mL) and nalidixic acid (15 g/mL) may be used; appropriate commercially 
available options include Lim or SBM broth. 


Page 20: Figure 3 contained an arrow pointing in the incorrect direction. The 
corrected Figure 3 appears below. 


FIGURE 3. Algorithm* for management of a neonate born to a mother who received 
intrapartum antimicrobial prophylaxis (IAP) for prevention of early-onset group B 
streptococcal (GBS) disease 





Maternal IAP for GBS 


' Yes 


Signs/symptoms Full diagnostic evaluationt 
of sepsis in neonate Empiric therapy§ 


yx 


Gestational age 



































SOS Wee. 


' 235 weeks 








Limited evaluation** 

#| Observe 248 hours" 
If sepsis is suspected, 

' >4 hours full diagnostic evaluation’ 
and empiric therapy § 


Duration of maternal |AP <4 hours 
before delivery? 























No evaluation 
No therapy 
Observe 248 hours tt 











*This algorithm is not an exclusive course of management. Variations that incorporate 
individual circumstances or institutional preferences may be appropriate. 

tincludes a complete blood count (CBC) and differential, blood culture, and chest radiograph 
if neonate has respiratory symptoms. Lumbar puncture is performed at the discretion of 
the physician. 

SDuration of therapy will vary depending on blood culture and cerebrospinal fluid (CSF) 
results and the clinical course of the infant. If laboratory results and clinical course are 
unremarkable, duration of therapy may be as short as 48-72 hours. 

1Duration of penicillin or ampicillin chemoprophylaxis. 

**CBC and differential and a blood culture. 

Does not allow early discharge. 
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FIGURE |. Selected notifiable disease reports, comparison of 4-week totals ending 
August 3, 1996, with historical data — United States 


DISEASE DECREASE INCREASE = wr 
Hepatitis A 1,590 
Hepatitis B 644 
Hepatitis, C/Non-A, Non-B 194 
Legionellosis Pa 
Malaria 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 
Rabies, Animal 
Rubella 





Tt 


1 
Ratio (Log Scale) 
Beyond Historical Limits 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of selected notifiable diseases, United States, 
cumulative, week ending August 3, 1996 (31st Week) 





Cum. 1996 |_Cum. 1996_ 





Anthrax 


- HIV infection, pediatric*§ 170 
Brucellosis 52 Plague - 
Cholera 2 Poliomyelitis, paralytic! 


Congenital rubella syndrome 1 Psittacosis 22 

Cryptosporidiosis* 1,028 Rabies, human 

Diphtheria 1 Rocky Mountain spotted fever (RMSF) 

Encephalitis: California* 13 Streptococcal toxic-shock syndrome* 10 
eastem equine* 1 Syphilis, congenital** - 
St. Louis* - Tetanus 5 
westem equine* . Toxic-shock syndrome 84 

Hansen Disease 60 Trichinosis 12 

Hantavirus pulmonary syndrome*t 9 Typhoid fever 














-: NO reported cases 
*Not notifiable in all states. 
t Updated weekly from reports to the Division of Viral and Rick ial Di , National Center for infectious Diseases (NCID). 
5 Updated monthly to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention (NCHSTP), last 
Yay July 30, 1996. 
1 Three suspected cases of polio with onset in 1996 have been reported to date. 
**Updated quarterly from reports to the Division of STD Prevention, NCHSTP. First quarter 1996 is not yet available. 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
August 3, 1996, and August 5, 1995 (31st Week) 


Escherichi 
coli O157:H7 Hepatitis 
AIDS* Chlamydia | NETSS' | PHLIS Gonorrhea C/NA,NB 
Cum. Cum. Cum. . Cum. Cum. Cum. Cum. Cum. 
Reporting Area | 1996 1995 1996 1996 1996 1995 1996 1995 
UNITED STATES 39,982 42,161 177,227 > 379 157,465 230,423 
NEW ENGLAND 1,589 2,166 10,330 21 4,293 4,435 
29 75 5. 29 
50 397 
14 . 
740 
113 1,200 
643 
MID. ATLANTIC 11,159 
Upstate N.Y. 1,378 
N.Y. City 6,277 
N.J 2,130 
Pa. 1,374 
E.N. CENTRAL 3,225 
Ohio 696 
Ind 433 
Wl 1,397 
Mich 
Wis. 


W.N. CENTRAL 
Minn 
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5 
16 
13 
30 
7 
12 
7 
4 
33 
10 
5 
5 
13 
81 
10 


Ny 
Ww 
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PACIFIC 

Wash. 

Oreg 

Calif 

Alaska 5 50 657 
Hawaii 


1,513 
461 
13,831 
416 
369 


76 
194 354 


nN Ww 
(Ny #309) WW NNN: 


168 
N 
N 


Zzzs2 2w SSBB SRz08. 


Amer. Samoa - - - - 5 
C.N.M.1. : N 11 31 
N: Not notifiable U: Unavailable : No reported cases C.N.M.L.: Commonwealth of Northern Mariana Islands 


;Updated monthly to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention, last update July 30, 1996. 
National Electronic Telecommunications System for Surveillance. 
Public Health Laboratory Information System. 
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ABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
August 3, 1996, and August 5, 1995 (31st Week) 


Lyme Meningococcal Syphilis 
Disease Malaria Disease (Primary & Secondary) | Tuberculosis 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
1996 1995 1996 1995 1996 1995 1996 1995 1996 1995 
4,609 5,550 733 674 2,174 2,036 6,164 9,712 10,707 11,838 
1,421 ’ 31 104 219 237 
10 6 12 - 2 
9 1 1 
9 6 - . 
101 39 
189 1 
1,103 8 176 
2,692 514 
54 
217 
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N: Not notifiable U: Unavailable -! NO reported cases 
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TABLE Ill. Cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending August 3, 1996, and August 5, 1995 (31st Week) 





Reporting Area 


H. inf 





invasive 





Hepatitis (viral), by type 
B 








Cum. Cum. 
1996° 1995 





| om 





Cum. 
1996 


Cum. 
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UNITED STATES 
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MID. ATLANTIC 
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N.J. 

Pa. 


E.N. CENTRAL 
ihio 

ind. 

i. 

Mich. 

Wis 

W.N. CENTRAL 


Ga. 
Fla. 


E.S. CENTRAL 
Ky. 


Tenn. 

Ala. 

Miss. 

W.S. CENTRAL 
Ark, 


La. 
Okla. 
Tex. 
MOUNTAIN 
Mont. 
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16,475 
187 
17 


1,543 
3,977 


27 
109 


3 
52 
6 
5 
21 


5,468 


5,927 





N: Not notifiable 


U: Unavailable 


-: NO reported cases 


*Of 169 cases among children aged <5 years, serotype was reported for 36 and of those, 10 were type b. 
For imported measles, cases include only those resulting from importation from other countries. 
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ABLE Ill. (Cont’d.) Cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending August 3, 1996, and August 5, 1995 (31st Week) 





Measles (Rubeola), cont'd. 
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Mumps 
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: Not notifiable 
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-: NO reported cases 





MMWR 


TABLE IV. Deaths in 121 U.S. cities,* week ending 


August 3, 1996 (31st Week) 





All Causes, By Age (Years) 





Reporting Area 





<1 





Pad’ 
Total 


All Causes, By Age (Years) 





Reporting Area 





All 
Ages 


BSE 








NEW ENGLAND 
Boston, Mass. 
Bridgeport, Conn. 
Cambndge, Mass. 
Fall River, Mass. 
Hartford, Conn. 
Lowell, Mass. 
Lynn, Mass. 

New Bedford, Mass. 
New Haven, Conn. 
Providence, R.1. 
Somerville, Mass. 
Springfield, Mass 
Waterbury, Conn. 
Worcester, Mass. 


MID. ATLANTIC 


Alientown, Pa. 
Buffalo, N.Y. 
Camden, N.J. 
Elizabeth, NJ. 
Erie, Pa.§ 

Jersey City, N.J. 
New York City, N.Y. 
Newark, N.J. 
Paterson, N.J. 
Philadeiphia, Pa. 
Pittsburgh, Pa.§ 
Reading, Pa. 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa.$ 
Syracuse, N.Y. 
Trenton, N.J. 
Utica, N.Y. 
Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, lil 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich. 
Evansville, ind. 
Fort Wayne, Ind 
Gary, ind. 

Grand Rapids, Mich. 
indianapolis, ind. 
Madison, Wis. 
Milwaukee, Wis. 
Peoria, ii. 
Rockford, Ill. 
South Bend, Ind. 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn. 
Kansas City, Kans. 
Kansas City, Mo. 
Lincoln, Nebr. 
Minneapolis, Minn. 
Omaha, Nebr. 

St. Louis, Mo. 

St. Paul, Minn. 
Wichita, Kans. 
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S. ATLANTIC 
Atlanta, Ga. 
Baltimore, Md. 
Charlotte, N.C. 
Jacksonville, Fla. 
Miami, Fla. 
Norfolk, Va. 
Richmond, Va. 
Savannah, Ga. 
St. Petersburg, Fla. 
Tampa, Fia. 
Washington, D.C. 
Wilmington, Del. 


E.S. CENTRAL 
Birmingham, Ala. 
Chattanooga, Tenn. 
Knoxville, Tenn. 
Lexington, Ky. 
Memphis, Tenn. 
Mobile, Ala. 
Montgomery, Ala. 
Nashville, Tenn. 


W.S. CENTRAL 
Austin, Tex. 
Baton Rouge, La. 
Corpus Christi, Tex. 
Dallas, Tex. 

El Paso, Tex. 

Ft. Worth, Tex. 
Houston, Tex. 
Little Rock, Ark. 
New Orleans, La. 
San Artonio, Tex. 
Shreveport, La. 
Tulsa, Okla. 


MOUNTAIN 
Albuquerque, N.M. 
Colo. Springs, Colo. 
Denver, Colo. 

Las Vegas, Nev. 
Ogden, Utah 
Phoenix, Ariz. 
Pueblo, Colo. 

Salt Lake City, Utah 
Tucson, Ariz. 


PACIFIC 

Berkeley, Calif. 
Fresno, Calif. 
Glendale, Calif. 
Honolulu, Hawaii 
Long Beach, Calif. 
Los Angeles, Calif. 
Pasadena, Calif. 
Portland, ay 
Sacramento, Calif. 
San Diego, Calif 


San Francisco, Calif. 


San Jose, Calif. 
Santa Cruz, Calif. 
Seattle, Wash. 
Spokane, Wash. 
Tacoma, Wash. 


TOTAL 


1,283 
174 


11,552" 7,571 2,253 1,038 
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U: Unavailable -: no reported cases 


“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have Py my of 100,600 or 
aoe. death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
inciu: 5 


jPneumonia and influenza. 

Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 
Total includes unknown ages. 
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